One of the main complications of hemodialysis catheters is upper extremity deep venous thrombosis. Although femoral, subclavian, jugular, axillary or superior vena cava thrombosis are well-known complications, hepatic vein thrombosis resulting from accidental hepatic venous catheterization has been reported only once [1] .
A 31-year-old woman was referred because of an acute abdominal pain. Physical examination revealed tenderness and guarding on palpation of the epigastric region. A laboratory examination revealed anicteric cholestasis and severe hyperkalemia.
The medical history was marked by bi-pulmonary transplantation for cystic fibrosis, further complicated by diabetes and vascular nephropathy with the need of chronic hemodialysis. A long-term dialysis catheter had been inserted via the right jugular vein 2 months ago.
An emergency dialysis was performed to control severe hyperkalemia. A CT scan revealed on portal venous phase, a well-marginated heterogeneously enhanced liver, with hypodensity of the left lobe, and a thrombosis of medium and left hepatic veins, in association with a loop of the dialysis catheter at the intersection of these two veins ( Fig. 1 ). Unfractionated heparin therapy was immediately started, with subsequent introduction of Vitamin K antagonist (VKA) for 3 months. The long-term dialysis catheter was removed, followed by the insertion of a new one. The clinical symptoms fully resolved within 72 h. A complete resolution of the thrombosis was evidenced on an echoDoppler performed after 3 months of VKA therapy.
Usually, the tip of a jugular venous catheter should be located at the junction of the right atrium and of the superior vena cava. Initial mal-positioning of a catheter increases the risk of catheter-related deep venous thrombosis [2] . In the present case, positioning of the catheter was not rigorously assessed, leading to a delayed complication of hepatic vein thrombosis.
A characteristic CT pattern of parenchymal perfusion following bolus intravenous injection of contrast material is usually described in the Budd-Chiari syndrome. It consists of early homogenous central enhancement together with delayed patchy enhancement of the periphery of the liver, and prolonged retention of the contrast medium in the periphery [3] . In a few cases, hypodensity of well-marginated areas of the liver is reported in the context of hepatic vein obstruction, probably due to portal flow inversion, the vascularisation of the occluded area being also supplied with arterial blood alone [4, 5] .
We found in our case, a similar pattern of low attenuation of the left liver lobe in association with a left hepatic vein occlusion. To the best of our knowledge, only one case of segmental attenuation of the liver has been reported in a patient with right hepatic vein thrombosis related to central venous catheterization [1] .
The present case stresses the importance of rigorously checking the positioning of the long-term dialysis catheters. It illustrates the possibility of delayed thrombotic consequences in case of positioning of the catheter in the hepatic veins. Moreover, we report for the first time a CT aspect of focal hypo-attenuation in the liver in association with a long-term dialysis catheter-related hepatic vein thrombosis. However, at this time, such an aspect could only be suggestive of hepatic vein thrombosis, which has to be proved by direct observation of the thrombus. 
